Introduction
When cannulation of the ascending aorta is not advisable, such as in cases of Type-A aortic dissection, alternatives including femoral, right axillary, carotid, and, less commonly, apex of the left ventricle have been proposed. [1] [2] [3] [4] Cannulation of the femoral vessels carries risk of poor perfusion and retrograde thrombotic embolism. 5 The cardiac apex can be very fragile. Surgical approach to right axillary artery may be time consuming, especially in obese patients, and this should be weighed against the urgency of the operation. In addition, injury to the brachial plexus, arm hyperperfusion or seroma formation, although rare in experienced hands, are potential complications. Carotid artery is often affected by dissection. Use of the innominate artery, provided that it is not dissected, offers advantages similar to those of the right axillary artery, while eliminating some of the concerns over the added length of the procedure. 1, 4 When the innominate artery is not suitable for arterial cannulation, the right subclavian artery, uncommonly affected by the acute dissection process, may be cannulated either directly or by sewing an end-to-side 8-mm polyester graft to the artery. This can permit systemic flow with antegrade perfusion without creating any other surgical incision than sternotomy.
Techniques and Results
Twenty consecutive patients with Type A aortic dissection received cannulation of the right subclavian artery, directly through percutaneous cannula placement or using a dacron graft, after sternotomy, before pericardial incision (►Fig. 1; ►Table 1). Blood pressure in both arms and core temperature were invasively monitored. Median sternotomy is extended to the right neck (►Fig. 2), the innominate vein is identified and encircled with an umbilical tape, allowing the vein to be retracted inferiorly. The innominate artery is exposed, and dissected up to the bifurcation and subclavian artery. The subclavian artery is identified and dissected. The first part of the right subclavian artery passes from the bifurcation of the right brachiocephalic trunk deep to the right sternocostal joint to the medial edge of the scalenus anterior muscle and is crossed by the vagus nerve near brachiocephalic artery division. Exposure is facilitated with a retractor like farabeuf. The right vagus descends within the carotid sheath between the internal jugular vein and the internal and common carotid artery, then crosses anterior to the first part of the subclavian artery at the lower margin and gives off its right recurrent laryngeal branch surrounding the artery (►Fig. 3). The arterial line can be and venous cannulation was performed as appropriate. An adequate pump flow rate was achieved. No instances of high pressure in the arterial line were observed. Core temperature was decreased to 26°C and after stopping systemic perfusion, unilateral antegrade cerebral perfusion was performed at 10 mL/kg, via the subclavian artery. To assess brain perfusion, we used solvent infrared spectroscopy capillary saturation by a dual sensor for NIRS (near infrared spectroscopy). Eight patients underwent bilateral perfusion because of unilateral drop in saturation to less than 20% of the baseline value of NIRS. Right radial artery blood pressure was maintained between 50 and 60 mm Hg. Mean cardiopulmonary bypass time was 183 AE 82 minutes. Mean circulatory arrest time was 38.6 AE 15 minutes. There were no cases of traumatic dissection of the subclavian artery. There were no right arm vascular complications and in-hospital mortality. Three patients showed temporary neurological dysfunction defined as presence of reversible postoperative motor deficit, confusion, agitation, or transient delirium. The brain computed tomography scan was normal and all symptoms were resolved before discharge. One patient presented with a non-Q wave acute myocardial infarction (patient with preoperative Type-A aortic dissection and occlusion of the right coronary). Two patients developed a temporary disturbance in renal function but recovered completely.
Discussion
Nowadays the subclavian artery is our preferred site for cannulation when dissection involves the innominate artery, thus avoiding the complications of a second surgical incision. Dissection is still the bigger issue, but the subclavian artery usually is not involved in the dissection process, although is generally more fragile than the femoral artery and cannulation Fig. 3 The vagus nerve then crosses anterior to the first part of the subclavian artery at the lower margin and gives off its right recurrent laryngeal branch surrounding the artery. can therefore be traumatic. 6, 7 In the present series, there were no vascular complications arising from the cannulation of the subclavian artery. Systemic perfusion was in all cases controlled without incident. Closure of the arteriotomy was quick and easy.
